Dr. PEGLER: The original specimen shown by Mr. Bain is now in the Museum of the Royal College of Surgeons, and is highly interesting as an example of what was then considered to be an unusually large nasal papilloma. A microscopic section -of it is in the cabinet, and I hope Mr. Tod will forward a section of the present growth, which, if malignant, makes a comparison of the two a point of special interest.
Mr. HUNTER TOD (in reply): Since the case was put on the agenda, Dr. Turnbull, Pathologist at the London Hospital, has again examined the section very carefully, and is not now so certain that the case is a true carcinoma.
He now reports as follows: "The specimens show a villous, fibro-epithelial, transitional-celled growth. The proof of malignancy in such a growth depends upon invasion of the subjacent tissues by the epithelium; of this there is no evidence except in one spot in specimen 1. The formation of atypical cells in the epithelium is, however, so frequently the precursor or accompaniment of invasion that the appearances in specimens 1 and-3 justify, I think, a diagnosis of malignant tendency." Though the diagnosis was that the growth was of malignant tendency, I think the operation which has been performed is the correct one. I should like the Morbid Growths Committee to express an opinion about the growth, as I regard it as an important case. (November 5, 1915.) Case of Chronic Suppuration of the Left Frontal, Ethmoidal and Maxillary Sinuses.
THIS case, a female, now aged 54, was shown at the Section meet4ng on May 5, 1911,1 to illustrate the satisfactory results of a complete Killian operation on the left frontal sinus. An intranasal operation had also been performed at the same time on the left maxillary antrum. Previously to the operation patient had suffered for eight years from severe pain Jver the left frontal sinus shooting down the face and neck, with constant discharge of pus from the left naris. She used six handkerchiefs a day. When operated upon in March, 1911, the left frontal sinus was full of pus and degenerated mucous membrane. A complete Killian operation was performed, and it was necessary to remove the roof of the orbit in order to obliterate the sinus. The ethmoid cells, which were extensively diseased, were removed together with many polypi and much degenerated mucosa from the left maxillary antrum.
When shown in May, 1911, the left frontal sinus was completely obliterated, there had been no nasal discharge since the operation, all headache had disappeared, and the patient's health had greatly improved.
Patient is now suffering from atrophic rhinitis of the left nasal fossa with great pain over the left maxillary antrum extending to the ear and side of neck. Three months after operation the left nasal fossa again began to secrete pus in considerable quantity, which appeared to come from the maxillary antrum. A Caldwell-Luc operation was therefore performed on this left antrum and some unhealthy polypoid mucosa removed. Improvement followed for six months till June. 1912, when the discharge of pus again became considerable, accompanied by crusts. The pain over the cheek became more severe. Examination of the pus showed the presence of the FriedlAnder bacillus. Two months' treatment by vaccine diminished both the discharge and pain for six months, patient at this time using only one handkerchief a day.
In January, 1913, discharge again increased and became more in character like that of an atrophic case, with fishy smell, accompanied by exacerbations of pain. Vaccine treatment for six months again resulted in great improvement, there being scarcely any discharge, the patient "hardly knowing what it was to use a handkerchief."
In consequence of intense infra-orbital neuralgia from June to October, 1913, the left maxillary antrum was reopened through the canine fossa, and the bony canal surrounding the infra-orbital nerve was partially removed, with great relief of pain. From January to June, 1914, discharge again increased. A three months' course of vaccine gave no result. Since this date the discharge and pain have continued with only slight variation from day to day, and no treatment gives any relief.
Although troubled with this atrophic condition and severe pain, patient's health is much better than when first seen in 1911.
Any suggestions as to treatinent would be most acceptable.
DISCUSSION.
Mr. TILLEY: I have had one or two cases of sinus suppuration in which the radical operations were performed and the sinuses cured, but afterwards the patients had typical atrophic rhinitis with crusts. I cannot explain the reason for this. If Dr. Moore can cure the headache accompanying atrophic rhinitis-a very common symptom-he will earn my thanks.
Mr. O'MALLEY: I reqently operated upon a case in which the antrum had previously been opened and had closed. Though the opening is now patent, the patient still complains of pain in the cheek. There is nothing the matter with the frontal sinus in this case, and I wondered what was the explanation. I have looked up a dry skull, and have seen that an ethmoidal cell passed as far out as the infra-orbital canal, and there seems no reason why structures in that canal should not be involved, just as spbenoidal sinus disease involves the optic nerve. In doing an extensive frontal sinus operation it is very difficult to approach that region unless one proceeds upwards from the antrum under the floor of the orbit. I do not think the recurrence in Dr. Moore's case can be due to atrophic rhinitis, which is a continuous and not an intermittent affection, and there is probably a cell under the floor of the orbit which from time to time causes these recurrences, implicating the infra-orbital nerve.
Dr. PEGLER: In agreement with Mr. O'Malley I consider it is a mistake to call this condition "atrophic rhinitis," the true pathology of which is so little known. These traumatic cases should be distinguished from those of idiopathic disease. Few authorities would agree that the local pain is due to neuritis, but most will have found that the headache in all atrophic conditions can be much relieved by careful lavage.
Dr. DAN MCKENZIE: In my experience, cases of the kind are not uncommon; there is a drying up in the process of getting well, and what is called atrophic rhinitis occurs. If Dr. Moore were to leave this case alone without further treatment I think it would recover. There comes a time in such cases when, as far as intranasal operating is concerned, discretion is the better part of valour. The pain I consider to be due to neuritis, which will also disappear in time.
Dr. MOORE: I consider that the condition is due to atrophic rhinitis. I cannot find any ethmoidal cells to account for the discharge, for they weib thoroughly removed at the time of the original operation. There is no doubt that the frontal sinus cannot account for it, for this was completely obliterated. No sphenoidal sinus can be found; this was apparently obliterated at the same time as the ethmoidal cells. The patient washes out her nose daily, but is much troubled at times with large atrophic crusts in the post-nasal space. She is anxious to be relieved of this, also of the pain. I ask for suggestions as to further treatment.
